Introduction: We address organizational learning about implementation context
| INTRODUCTION
Organizations implementing large-scale change need to develop their capacity to learn from their own experience, as well as that of other systems. 1 We address learning from experience in implementation setbacks and failures, a process often overlooked by researchers and not fully exploited by system leaders and change practitioners. Our discussion of programs for organizational change includes initiatives that plan to change strategies, cultures, organization, and care practices (hereafter, "change programs" or "organizational changes"). Such programs are complex, involve multiple actors and levels, and often include innovative concepts and practices. 2, 3 As in other industries, 4, 5 change programs usually contain unpredictable developments, including setbacks and outright failures. Setbacks can involve delays, gradual loss of momentum, failure to attain planned objectives, and unintended consequences. 6 Even changes that have succeeded in some settings may falter elsewhere.
Leaders of organizational change may enhance their prospects for success and learning from experience by considering potential and emerging interactions between proposed changes and influential contextual features. [7] [8] [9] Then, leaders may take steps to adapt the program to its context or influence the context. Critical contextual domains include members' skills, experience, and attitudes; organizational structure, management system, and culture; informal politics; physical and technical infrastructure; and external operating environments. 7, [9] [10] [11] [12] [13] As organizational change leaders weigh responses to context, they may discover ways to improve the organization as a whole. This paper documents a case of such broad learning about context during setbacks to a primary care redesign in an ambulatory care system.
Leaders of the redesign and the delivery system used their understanding of context to plan system-wide changes, as well as program modifications. They thereby enhanced the redesign program's prospects while also helping the care system adapt to its labor market and prepare for value-based payment and reporting.
After reviewing background for research on intended organizational change and organizational learning, we describe our research methods and present four episodes that led to learning affecting the redesign program and the whole care system. We then discuss conditions fostering learning and implications for research and practice.
2 | BACKGROUND
| Effects of implementation context
Previous health care research has developed five valuable approaches to effects of context on organizational change. The first involves empirical studies of program implementation or outcomes and their contextual influences. A typical study used case studies in five hospitals to examine how intraorganizational factors affected care redesigns developed through Lean improvement techniques. 14 An alternative empirical technique analyzes participants' reports on barriers and facilitators of a specific change, for example, the patient-centered medical home. 15 A second approach develops research frameworks based partly on important contextual factors found in empirical studies. Influential frameworks draw on quality improvement, 16 implementation and behavioral science, 7, 17 and organizational research.
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A third, more action-oriented approach, creates general guidelines for choosing and designing proposed changes and for adapting implementation strategies to current and anticipated contextual influences (eg, Brach 18 ). A more rigorous, but complex, procedure for implementing evidence-based practices used in the Veteran's Administration system begins with formative evaluations diagnosing sites' implementation needs, barriers, and facilitators. Then, initiators of the change convene multi-disciplinary teams including site staff, implementation experts, and clinical experts. The teams interpret the diagnostic findings and develop site-specific intervention strategies.
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A fourth, agency-based approach, 20 supplements previous approaches and fits well with treatments of the learning health system. 1 Rather than treating context as given, this approach shows that leaders can both "fashion" and "cultivate" the inner and outer context of the organization or micro-system "to liberate, enable, or mobilize change." 21 Development of an organizational change initiative thus depends substantially on how leaders and other participants interpret and act upon program contexts before or during implementation. This view owes much to the strategic choice school of management, which showed the influence of executives' strategic decisions on their organization's operating environment, structure, and culture. [22] [23] [24] For example, when health systems enter into business alliances with nearby ambulatory practices or other hospitals, they may reduce competition in the local health services market. Such strategic decisions can sometimes lead to organizational transformations. [24] [25] [26] A fifth, related view, is that all members of an organization, and not just powerful leaders and stakeholders, negotiate and shape context. They do so through interpretations and interactions that "enact" their organization and its environments. 27 Intuitive and experiential behavior including enactment are central to organizational learning and to management of organizational change. "Practical wisdom" is critical to the success of organizational change programs. 28 
Focal Element Redesign
Team composition Merges two existing dyads (PCP and assigned "clinical" MA) and adds one Care Team ("Administrative") MA
Panel
Combines the patients previously assigned to the two dyads PCP role PCPs continue to serve their assigned panel and oversee assigned clinical MA. Now, they also substitute as needed for the other PCP; PCPs jointly oversee the Care Team MA.
Care Team MA role Care Team MA supports patient care coordination, prevention management, information organization, and practice improvement; does so by assisting both PCPs in pre-visit planning, electronic in-box management, and scheduling, routine prescription renewals; identifies patients for routine referrals, including referrals to care managers. In anticipation of a shortage of providers, PCHC sought to enhance and further expand primary care. Planned changes in care roles and workflows drew on previous initiatives to enhance the role of MAs [41] [42] [43] and reflected PCHC leaders' interest in reducing PCP burden and improving teamwork. Additionally, the leaders expected the proposed team redesign to encourage "explicit tactical and strategic thinking about individual care and about work processes and systems." 44 Together, these changes would lead to greater clinic productivity and patient access. The changes would also improve chronic care, prevention, and staff satisfaction, while reducing PCP burnout.
The planned redesign, called the "Delegate Model" by PCHC, is summarized in Table 1 
| Setbacks
In practice, the Change Team encountered difficulties implementing and spreading the team redesign. Nearly three years after it began, the redesign had not spread as anticipated and seemed to yield mixed outcomes. During our study only three of the five originally targeted clinics developed a redesigned team. Eight such teams were launched across PCHC in six different practices, and seven remained operational. By the end of the study, less than a quarter of the system's PCPs had become members of redesigned teams.
FIGURE 1 PCHC Primary Care teams before and after the Delegate Model redesign a Table 2 shows the main factors affecting implementation reported in the interviews, as coded in terms of categories in the Consolidated
Framework for Implementation Research. 7 The following discussion synthesizes findings from all data sources.
The main sources of the Delegate Model's failure to spread included concern about its feasibility among medical and practice directors and resistance among some PCPS. The directors expressed skepticism about the redesign's capacity to deliver the expected results because of insufficient staff to cover additional patients. Additionally, interview participants said PCPs were already "maxed out,"
and some PCPs were unwilling to "let go" and delegate responsibility to MAs. These PCPs were used to responsibility for the tasks to be Moreover, they suffered from methodological limitations, including small samples and limited time frames. For these reasons, we do not report them in detail.
| LEARNING EPISODES
In responding to setbacks in the pace and effects of the redesign, the Change Team made important incremental adjustments to implementation processes and plans. 45 For instance, to reduce the burden on clinics of releasing MAs for Care Team training, the quality lead extended the required hours of training over a longer time period.
Additionally, as the change leaders joined with PCHC's other senior leaders in analyzing and diagnosing effects of organizational and external contexts on setbacks, they found ways to address underlying program difficulties, while fostering system-wide learning and improvement. Table 1 ), and many existing routines were inefficient. When the quality lead uncovered these current inadequacies, she worked more intensively with the clinic's PCPs and with practice directors to redesign workflows and tailor them to the clinic's specific needs. The third learning opportunity (Table 3, We changed the incentive structure for providers- [Now] it is not about getting paid an extra $10,000; it's [about] 
| Conditions for organizational learning
Several conditions supported this systemic learning. Three are often associated with group and organizational learning in health systems 1, 32 and other settings. 
| Research implications
This case study contains several implications for research on intended organizational change in health care, some of which may also apply to other industries. First, when researchers assess effects of programs, they need to look beyond a program's stated objectives in determining its success. The most important judges of program success are leaders of the organizations in which it operates, other members and stakeholders, and change leaders. Throughout program implementation, all parties may renegotiate the criteria for program success, 47 as occurred during the Delegate Model initiative. Assessments should also consider positive and negative effects less directly related to success criteria, including contributions to organizational learning, system-level effects, and development of capacity for future learning and improvement. 48, 49 A second implication is that contextual influences appear at several organizational levels within a delivery system. Some frameworks for research on change in health care identify contextual factors at these multiple levels. A second practice implication is that leaders may select types of learning processes that are appropriate to their needs. If they think practical, incremental changes will be sufficient to address setbacks, 
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